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Introduction
In Australia, people experiencing chronic non-cancer pain report high levels of pain related disability [1] and wait an average of 150 days to access publically funded multidisciplinary pain services [2] . Further deterioration in health related quality of life and psychological wellbeing can occur while waiting to access pain services [3] .
Conventional models of care at tertiary pain services begin with a thorough individual multidisciplinary assessment [4] . Clinicians act as agents for the patient by making treatment recommendations at a time when the patient has not yet transitioned to self-management [5] . This delivery format has long been considered the gold standard and a foundation of biopsychosocial V C 2016 American Academy of Pain Medicine. All rights reserved. For permissions, please e-mail: journals.permissions@oup.com management; however, it is resource intensive [6] and efficacy is difficult to quantify [7] .
Internationally, targeted processing interventions have been used to improve patient flow within pain clinics [8] . Similarly, in the Australian setting, new models of pain service delivery have arisen in response to long waittimes and the demand for increased patient throughput. Pre-assessment group interventions have reduced waittime to initial contact, encouraged patient engagement with self-management strategies, and provided a cost effective and satisfying path of entry to pain services [9, 10] . In addition, early exposure to group interventions serves to socialize attendees to that form of service delivery and increase engagement with later more intensive group interventions [11] . Pre-assessment groups are resource efficient and can be used to offer patients the opportunity to take a greater role in managing their own health care, consistent with contemporary chronic disease management [12] [13] [14] . In this context clinicians are seen in a support role assisting patients and families to acquire the skills and confidence to actively self-manage their condition [5] .
After the successful implementation of a pre-assessment education and orientation group [9] , Hunter Integrated Pain Service (HIPS) elected to invest further in the group process and develop a new group format for the assessment phase. The concept of the new group format was based upon supported self-assessment as a prelude to self-management. The new group effectively provided an additional layer of care as part of a stepped approach [12, 15] .
This study compared the new group assessment format to conventional individual multidisciplinary assessment through a randomized controlled trial. The potential for either assessment format to influence behavior and bring a therapeutic benefit within the stepped approach was recognized. It was hypothesized that the new group format would provide at least comparable clinical outcomes and reduce wait-times.
Methods

Setting and Design
This parallel-group, block randomized controlled trial was conducted by HIPS, a Hunter New England Local Health District tertiary multidisciplinary pain management service based in the public hospital system in Newcastle, New South Wales, Australia. The study was approved by the Hunter New England Human Research Ethics Committee.
Sample Size and Randomization
The required sample size to allow sufficient power (80%) for analyses was estimated to be 64 participants for each assessment format with a medium effect size of 0.5 based upon psychological distress (K10). To allow for participant drop-out and based on clinician observations of attendance rates at HIPS, a sample size of 100 for each format was chosen. Computer software, G-Power 3.1 [16] was used for all sample size calculations and post hoc power calculations. A University of Newcastle statistician with no clinical involvement in the trial performed block randomization using JMP Version 9 statistical software [17] using 1:1 allocation and a fixed block size of 10. Patients were processed in alphabetical order and allocated a participant number at the start of each block. This was the variable used for the block randomization, with the computer sequence generating the number sequence for the experimental groups.
Participant Recruitment
Study participants were recruited from the cohort of adult patients who had attended a pre-assessment
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Step Group Versus Individual Pain Assessment education and orientation group at HIPS. The patient process flow to assessment is shown in Figure 1 . All patients had been referred to HIPS by their general practitioner (GP) or medical specialist for assessment and management of chronic non-cancer pain (Step 1) and had been mailed, then completed and returned an entry questionnaire (Step 2). From the referral and questionnaire information, patients were triaged and deemed suitable to attend multidisciplinary assessment (Step 3) and invited to attend the education and orientation group (Step 4). Attendance at this group was not offered to patients with cancer or vascular related pain, other documented red flag conditions, or those with age related cognitive dysfunction. The education and orientation group is a 90-minute seminar delivered by a pain medicine specialist and clinical psychologist [18] . The neuroscience of pain [19, 20] and its treatment are summarized and the person is oriented to HIPS treatment pathways, including the transition from a biomedical to a broader management focus, and the choice to continue with the tertiary service or return to their GP for coordination of a primary care based approach. At the end of the seminar, the nature of the study was explained, an information sheet provided, and consent obtained (Step 5). After consent, participants were randomized and allocated (Step 6) to attend either group or individual assessment (Step 7). Inclusion criteria for the study were English speaking patients who had chosen to continue with the tertiary service. Patients were excluded if they: 1) were triaged to any other HIPS management options; 2) requested the alternative assessment format to which they were assigned; 3) hospitalized and unable to attend their assessment; 4) no longer experienced pain; or 5) had an intellectual disability that would limit engagement with the group assessment process.
Baseline Data
All adults referred to HIPS complete an entry questionnaire. This provided baseline data that included demographics (age, gender, marital status, compensation status, pain site, height, and weight); work status; current medication; and standardized outcome measures including pain severity and interference (Brief Pain Inventory; BPI) [21] [22] [23] , pain self-efficacy (Pain Self Efficacy Questionnaire; PSEQ) [24, 25] , and psychological distress (Kessler 10; K10) [26] [27] [28] . The psychometric properties of these instruments are well documented [21] [22] [23] [24] [25] [26] [27] [28] . The questionnaire also enquired about health care utilization in the previous 3 months (number of visits to health professionals external to the pain service: GPs, specialists, and other health professionals).
Follow-up Data
Follow-up data were collected at 3 months post assessment and prior to any further pain service intervention. Participants were sent a review questionnaire (including BPI, PSEQ, K10, and health care use in the last 3 months) by mail. This was followed by a phone call 2 weeks later from a postgraduate psychology student or nurse. The follow-up caller was blind to the assessment allocation and had no clinical involvement in the trial. A follow-up telephone script (Table A1 ) was used for each phone call to ensure standardization and a clinical psychologist (Meredith Jordan) observed at least two phone calls by each caller to ensure fidelity. The follow-up phone call was used to prompt return of the review questionnaire and ascertain participant satisfaction with the assessment undertaken, confidence in strategy implementation, and percentage of chosen management strategies being implemented.
Participant satisfaction was measured by asking, using a 5-point Likert scale (1 ¼ strongly dissatisfied, 2 ¼ dissatisfied, 3 ¼ neither satisfied nor dissatisfied, 4 ¼ satisfied, 5 ¼ extremely satisfied) "How would you rate your satisfaction with the input received from HIPS?" Participant confidence was measured by asking, using a 5-point Likert scale (1 ¼ extremely unconfident, 2 ¼ unconfident, 3 ¼ neither confident nor unconfident, 4 ¼ confident, 5 ¼ extremely confident) "How would you rate your confidence in putting in place the pain management strategies discussed with the HIPS team?" Use of pain management strategies (percentage) was calculated from the number of chosen strategies on the treatment plan from assessment that were currently being implemented.
Wait-time was calculated as number of days from the education and orientation group to first offer of assessment and also to actual assessment.
Group Versus Individual Assessment Format
Group Assessment
The small group assessment was designed to facilitate a patient centered approach and develop concepts initially presented in the education and orientation group. Evidence-based information and support were given by clinical staff to assist participants to self-assess their situation and take responsibility for developing their own treatment plans. An identical treatment plan template was used for both group and individual assessment formats (Table A2 : Pain treatment plan). The template could be individualized by ticking boxes to indicate issues identified as well as recommended self-management strategies. The template also included options for attending further pain service group or individual intervention.
The 5-hour group assessment was delivered on a single weekday and participants were invited to bring a support person, such as a family member or close friend. The aim was for 8-10 participants to attend each group assessment. Due to consistent non-attendance, an over-booking policy was adopted with up to 12 people routinely booked for each group. The group Smith et al.
commenced with a 15 minute introduction including welcoming orientation statements of what to expect and encouraging interaction. Participants were advised to keep comfortable by breaking up their sitting throughout the day. This was followed by 3 x 75 minute interactive sessions separated by a 15 minute morning tea and 30 minute lunch break. Two clinicians (pain management physiotherapist and clinical nurse specialist or clinical psychologist) remained with the group for the whole day. When not directly presenting, clinician observations were noted for later inclusion in the summary report. Clinicians also helped participants complete treatment plans as required.
Session one was delivered by a pain medicine specialist. Content included the neurophysiology of pain, red flags, and the limitations of medical treatments (procedural, surgical, and medication) in the setting of chronic non-cancer pain. Participants were provided with written advice regarding the likelihood of problematic medication use. Medication use was judged as likely to be problematic if referral information listed an oral morphine equivalent daily dose (oMEDD) of 60 mg or more; acetaminophen use greater than 4 grams daily, or regular benzodiazepine use. The concept of rationalizing medication was discussed and the possibility of weaning and cessation raised. Next, participants were introduced to the mindbody aspect and discussion of the possible impact of traumatic life events, stress, and personality style. A brief nutrition segment followed and participants were guided through a self-assessment of current food intake. Topics covered included macronutrient balance, vegetable intake, refined foods, fluid intake (sugar containing soft drinks versus water), and use of supplements such as omega 3 fish oil. Strategically, it was considered important for the pain medicine specialist to validate the shift beyond focused biomedical treatment and to endorse a broader management approach. During the session participants were encouraged to identify a range of problems along with appropriate actions to address them. The treatment plan template was used as a guide. For example, a participant might identify nervous system sensitization as a contributory problem and then opt for the use of a broad approach to desensitize their nervous system aiming to reduce pain. Another option was to identify problematic opioid use and subsequently speak with their GP about opioid weaning.
Session two was delivered by a pain management physiotherapist. Participants were asked to assess if they were meeting National Physical Activity Guidelines [29] and their sedentary behavior in sitting and lying. Participants were then guided through a self-assessment to detect any issues with flexibility, lower limb strength (inability to rise independently from a chair), balance (inability to maintain single leg stance), and waist measurement. The concept of "pacing" was briefly introduced to encourage regular planned physical activity at manageable levels without flare-up. Planned daily walks were specifically endorsed. A basic stretch series was practiced and a physical activity planner was provided [30] .
Session three was delivered by a clinical psychologist or clinical nurse specialist. Content included pain flare-up and the impact of pain on emotional, cognitive, behavioral, occupational, and social functioning. Participants were provided with individual feedback on their likelihood of having a problem with depression and/or anxiety, and maladaptive cognitions based on K10 and PSEQ baseline scores. Participants were then guided to self-assess whether they felt they had a problem with: depression or anxiety; confidence in coping with pain, sleep; caffeine use, alcohol intake, nicotine, other drug use; issues with relationships/intimacy and/or loss of daily social or meaningful activity. Participants were asked to select from a range of strategies to address any identified issues. Participants were also introduced to a slow, controlled breathing cycle to aid relaxation.
At the end of the group assessment, 15 minutes were set aside to formally close the program. Participants were asked to choose whether they wished to attend further pain service groups or any individual interventions or whether they opted for discharge to primary care. In addition, participants were given the option to receive a telephone call from a HIPS clinician to discuss their treatment plan and any other concerns. Participants were encouraged to discuss the treatment plan with their GP.
After participants departed, clinical staff met to discuss each case. The pain medicine specialist made additional notes regarding medication reduction strategy for inclusion in the one page summary report. This individualized report was written by the pain management physiotherapist on behalf of the team, based on information obtained from the referral, hospital medical record, the participant's treatment plan, plus staff observations and specific data collected during the group assessment. The report and a copy of the treatment plan were sent to the GP. The estimated cost per participant assessed in this format was $AUD 171.55 (Table A3) .
Individual Assessment
Conventional multidisciplinary assessment consisted of three participants rotating through a series of three 1-hour interviews. In no particular order, participants were assessed by: a pain medicine specialist; a clinical psychologist, intern psychologist, or psychiatrist; and a pain management physiotherapist. The assessments typically occurred on a single day. Participants were invited to bring a family member or close friend. The assessment gathered each participant's history including the functional impacts of pain and current coping skills. At the time of interview the health professionals discussed potential interventions with the participant. Following the assessment and the participant's departure, the health professionals held a multidisciplinary Group Versus Individual Pain Assessment team discussion and completed the treatment plan template. A comprehensive report by the pain medicine specialist was sent to the participant's GP. Copies of the treatment plan were sent to both GP and participant. The estimated cost per participant assessed in this format was $AUD 441.45 (Table A3) .
Hunter New England Health outpatient discharge policy stipulates that patients be discharged after failure to attend two scheduled appointments without adequate explanation. Thus, these non-attendees (at either assessment format) were considered to have dropped out of the study.
Statistical Analysis
Data from questionnaires and phone calls were entered into a secure database and analyzed by a researcher who was not involved in clinical implementation of the study. Analyses were conducted using software packages SPSS Version 21 [31] and JMP Version 11 [17] .
Treatment of missing data was questionnaire specific. With the PSEQ [25] , for individuals missing one item, the average of their other items was imputed and a total score was calculated. A personal communication email received from Nicholas (2014) confirms that pro-rating data within a particular case is defensible, given the items of the PSEQ have a fairly high item-total correlation. Individuals with more than one missing item were excluded from the analyses. Using this method, missing data were entered for eight participants at baseline and five participants at follow-up.
Missing items on the K10 [27] were excluded from the calculation of the total score, as recommended by Coombs [32] . Using this method, missing data were entered for 11 participants at baseline and two participants at follow-up.
With BPI [22] Cleeland's user guide was followed for treatment of missing data [33] . To ensure validity, all four of the severity subscale items need be answered for the total score to be calculated. Thus, patients with any items missing were excluded from the analyses. For the interference subscale, at least four of the seven need to be completed for the total score to be calculated. Using the method described above, missing data were entered for 10 participants at baseline and one participant at follow-up, for the interference subscale.
Effects were deemed statistically significant if P < 0.05. Baseline socio-demographic and clinical pain characteristics of the participants, non-participants, and the two assessment groups were computed using mean and standard deviations for continuous variables and in the event of categorical data, frequencies and percentages. Tests of normality (Shapiro-Wilk) were conducted to determine distribution of the data for each continuous outcome variable. To assess the relationship between participants and non-participants, independent samples t-tests and where appropriate the non-parametric equivalent (Mann-Whitney test) were used for continuous variables. Chi Square tests were used (with Monte-Carlo test where assumptions were not met) for categorical data. These analyses were also conducted to determine baseline differences between those assigned to individual and group assessment formats. In addition, the same analyses were used to investigate the differences in baseline characteristics of those participants who attended their assessment and those who did not, in order to assess selection bias.
Following this, the distribution of baseline and follow-up data for each of the outcome measures and health utilization variables were tested using Shapiro-Wilk analyses. For intra-group comparisons over time, paired samples t-tests and where appropriate the nonparametric equivalent (Wilcoxon Signed Ranks Test) were used to test for differences between outcome measures at baseline and follow-up.
For between group comparisons over time, difference scores for each outcome variable were calculated by subtracting the baseline score from the follow-up score for each participant. The distribution of the difference was then tested for normality using the Shapiro-Wilk test. If the distribution was considered normal, a t-test was performed to assess the difference of change between the individual and group assessments. If the distribution was considered skewed, the non-parametric equivalent, the Wilcoxon, was performed.
Results
Recruitment and Participant Flow
The flow of participants through the study is shown in Figure 2 . Recruitment took place from August 16, 2010 to December 10, 2012. A total of 211 participants were assigned to either group or individual assessment. Subsequently 72 participants attended group assessment and 90 attended individual assessment. The mean number of attendees at each group assessment was six (range 3-11). Follow-up telephone data were collected from 57 group and 72 individual assessment participants. Follow-up questionnaire data were collected from 40 group and 49 individual assessment participants. Post hoc power analyses for key outcome measures are presented in Tables 1-3 with power ranging from 60-91%.
Differences Between Participants and Non-Participants
Study participants (n ¼ 211) were compared with those who chose not to participate (n ¼ 207) on all baseline variables. Mann-Whitney, independent samples t-tests, and Chi Square analyses revealed non-participants were more likely than their participant counterparts to: take Smith et al. 
Baseline Differences Between Group and Individual Assessment Participants
Mann-Whitney, independent samples t-tests, and Chi Square analyses revealed no significant differences between the group and individual assessment cohorts (Table A4 ). All participants had chronic non-cancer pain (pain duration > 3 months), with the majority (64.4%) of participants having experienced pain for over 3 years. Of these, over half reported experiencing pain for over 10 years (Table A4 ). On average, participants reported 4.97 sites of pain, with the main site of pain reported as lower back (20%), followed by the combination of lower back and lower limbs (18%). Psychological distress was in the high range on average for participants as measured on the K10 (Table A4) .
Attenders and Non-Attenders
Study participants who were invited to assessment and attended (n ¼ 162) and those who were invited and failed to attend (n ¼ 32) were compared on all variables. The Mann-Whitney, independent samples t-tests, and Chi Square analyses revealed no significant differences between the two groups. 
Group Versus Individual Pain Assessment
Intragroup Differences
The intragroup differences from baseline to 3 month follow-up are presented in Table 1 . An analysis of the intragroup changes using paired t-tests and where appropriate the non-parametric equivalent (Wilcoxon Signed Ranks Test) demonstrated that for the group assessment, statistically significant improvements were observed for pain interference (BPI Interference Subscale), pain self-efficacy (PSEQ), number of GP, specialist, and other health professional visits. Differences in psychological distress (K10) and pain severity (BPI Severity Subscale) were not significant.
The individual assessment achieved statistically significant improvements in psychological distress (K10), severity of pain (BPI Severity Subscale), pain selfefficacy (PSEQ), and reduction in visits to the GP and specialist(s). Differences from baseline to follow-up for interference with pain (BPI Interference) and visits to other health professionals were not significant.
Between Group Differences
As is demonstrated in Table 2 , t-tests and Wilcoxon tests revealed no significant differences between the two assessment formats for change in any of the clinical outcome measures or health utilization indicators following assessment.
As demonstrated in Table 3 , Mann-Whitney analyses revealed no significant differences between the assessment formats in level of satisfaction, level of confidence in implementing pain self-management strategies, or percentage of pain self-management strategies implemented.
Mann-Whitney tests revealed a significant difference between individual and group assessment in number of days from attending the education and orientation group to the first offer of assessment and also to the date of actual attendance (Table 3) . Those attending the group assessment accessed their assessment faster than those attending the individual format.
Discussion
The high societal burden of pain and related disability [1, 34] highlights the need for thoughtful review of existing models of service delivery. This study builds upon previous research that explored the use of pre-assessment groups in multidisciplinary pain services [9, 10] . Specifically this study demonstrates the successful implementation of a group assessment format within a stepped care approach. The group assessment format was associated with a reduction in wait-time while delivering comparable clinical outcomes to individual assessment. This challenges the traditional view that individual multidisciplinary assessment is a prerequisite for effective pain management.
Wait-time from the education and orientation group to group assessment was significantly shorter than waittime to individual assessment. Two main factors were thought to contribute. Firstly the ability for clinicians to manage multiple patients simultaneously in the group format reduced the bottleneck of patients waiting for individual multidisciplinary assessment. Secondly, the capacity to overbook groups reduced the impact of participant non-attendance. While it was beyond the scope of this study to analyze these factors in detail, future research could examine process flow and resource utilization [8] across group and individual assessment formats.
Comparisons within both assessment formats revealed statistically significant improvements in clinical outcome measures. However, these changes were not considered clinically significant. This is not surprising given the brevity of the assessment "intervention" and the limited follow-up period involved. Nevertheless it is interesting to note that assessment has the potential to bring therapeutic gain.
As hypothesized, clinical outcomes were comparable for group and individual assessment in terms of pain severity, pain interference, pain self-efficacy, psychological distress, and health care utilization. In addition, participants attending group assessment were equally satisfied with the intervention, were equally confident in their ability to implement self-management strategies, and implemented an equal percentage of chosen strategies as those undertaking individual assessment.
Health care utilization in the 3 months prior to follow up reduced for both arms of the study. Both assessment formats reduced GP as well as specialist attendance Group Versus Individual Pain Assessment (Table 1) . Group assessment also showed a reduction of two in median number of visits to other health professionals. These reductions in health care utilization are of particular interest given the societal burden of pain and disability [34] and the challenges of working at the interface of specialist and primary health care [35] .
The strengths of this research include rigorous methodology, the real world clinical setting, successful randomization of adults presenting to a tertiary pain service, blinded collection of follow-up data and the use of valid and reliable outcome measures.
Of interest, the study explored the practicality of assessing for "red flag" conditions in a group setting. Although the validity and usefulness of red flags have been questioned [36] , the failure to screen for risk may have serious clinical implications. To counter this, the possibility of red flags was specifically addressed in the group assessment format during the pain medicine specialist session. Participants were guided to assess possible red flags and identify them accordingly on their treatment plan, ready for discussion with the pain medicine specialist or their GP. During the study period no previously unrecognized red flag conditions were identified in either assessment format. This is in line with a recent review showing an extremely low likelihood of subsequently identifying harmful underlying conditions missed at initial primary care assessment [37] .
A limitation of this study is the reduced statistical power. Despite recruiting above the target sample size, participant exclusion and number of participants lost to followup affected statistical power. A number of participants were excluded from the study following randomization, but prior to their assessment (Figure 2 ). This reduced the number of participants attending their assessment, which then reduced the amount of follow-up data potentially available. Nine participants in particular requested individual assessments once assigned to the group assessment. This may relate to common misconceptions surrounding group settings and the group experience. For example, many people perceive group interventions to be "second-rate", despite research suggesting that group approaches are more effective or at least comparable to individual interventions [38, 39] . Others fear the experience will be detrimental to their wellbeing due to possible contagion [40] . However, it is important to note that those who attended the group assessment rated their satisfaction with the assessment as acceptable and at levels comparable to individual assessment. Addressing negative expectations at an early point in the model of service delivery may help to maximize engagement with the group process.
Furthermore, a number of participants were lost to follow-up as they failed to return their questionnaire or were unable to be contacted by telephone, despite several attempts. This reduced available data and power of the post-assessment analyses, in particular for the between subjects comparisons. The loss of follow-up data is reflective of the high dropout rate from pain clinics in general and poor patient retention in the interface between specialist and primary care [35] . Future research needs to ensure adequate numbers are recruited to obtain sufficient follow-up data.
Conclusions
The group assessment format reduced wait-times while delivering otherwise comparable clinical outcomes and participant satisfaction for people experiencing chronic non-cancer pain. Group assessment has the potential to provide a viable alternative to conventional individual assessment.
This study builds upon previous research exploring the use of pre-assessment groups in multidisciplinary pain services [9, 10] . Further work is needed to explore the efficacy and cost effectiveness of a complete stepped model of service delivery for chronic non-cancer pain that incorporates both assessment and management phases. In addition, it would be of interest to explore the potential for group assessment in other chronic diseases. Group medical visits for patient populations with diabetes [41] and cardiac conditions [42] have proven effective and gained popularity. To date, however, group medical visits have typically been used for follow-up appointments only and their role in initial assessment is unclear [43] . If parƟcipant has returned the quesƟonnaire:
APPENDIX
I would also like to thank you for taking the Ɵme to complete and return the quesƟonnaire to us.
Would you be willing to answer three further quesƟons over the phone? This will take about 5 minutes? Check to ensure that the number they picked corresponds to scale, 'So you feel…with the input received from HIPS'.
2) On a scale of 1 to 5, with 1 being "Extremely Unconfident" to 5 being "Extremely Confident", how would you rate your confidence in puƫng into place the pain management strategies discussed with the HIPS team?
Extremely Unconfident
Unconfident
Neither confident nor unconfident
Confident
Extremely Confident 1 2 3 4 5
Check to ensure that the number they picked corresponds to scale, 'So you feel…in implemenƟng the pain management strategies discussed with the HIPS team'.
3) From the x strategies (insert total number of strategies the individual parƟcipant planned to do on their management plan) you planned on your management plan, how many have you completed (prompt as to each strategy if needed).
Thank you for your Ɵme today and for having parƟcipated in the research.
If parƟcipant has not returned the quesƟonnaire:
I am wondering if you received the follow-up review quesƟonnaire in the mail:
If they DID NOT receive the quesƟonnaire: Would you be willing to complete the quesƟonnaire and return it to HIPS if I were to send you out another copy, with a prepaid envelope for you to return it OR OR would you prefer me to provide some assistance in compleƟng this form over the phone now?
If they DID: Would you consider filling this quesƟonnaire in and returning it to HIPS using the reply paid envelope, OR would you prefer me to provide some assistance in compleƟng this form over the phone now? 3) From the x strategies (insert total number of strategies the individual parƟcipant planned to do on their management plan) you planned on your management plan, how many have you completed (prompt as to each strategy if needed).
To all parƟcipants
Thank you for your Ɵme today agreeing to complete this survey with me.
Do you have any other quesƟons? If so, forward names to Meredith Jordan (Clinical Psychologist) at HIPS and inform parƟcipant that Meredith will contact them by phone to discuss.
If appropriate: We look forward to receiving your quesƟonnaire in the mail.
Goodbye.
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